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pomwom 

The H0UCATION and assignment of functions in nursing lias been 
under intense study and debate for years. There is no concensus as 
to solutions f' V the questions of quantity and quality of nurses 
needed in tiiis country. Ihfe indt dsion is not due to tiie recalcitrance 
of tiiose who could effect change. Sather die debate reflects die 
dianging climate in which medical <mie is delivered and die surge 
of new knowledge whidi continues to affect die nursing profession 
and die health field generally. 

Too often nurses have stood alone as diey struggled to find a 
solution compatible with pubTc need and proteional interests, 
ffheh’ CKpressed objectives cannot be obtained without sympathetic 
and broad support. Often diose amfronted with the current short- 
age of nursing personnel have criticized and resisted plans of die 
nursing profession without evidence of a broad imderstanding of 
die Issues. However, understanding esjoperation is most necessary to 
any plan which would pennlt accommodation to the dianges which 
have taken place in society, in die healdi field, and in nursing. 

This monograph by an experienced bebavloral sdentist who has 
devoted Ills career to study of the medical care field evaluates the 
forces which are affecting nursing and suggests liiccly diroctions for 
change. No observer, however well qualified, will find easy answers 
to sotding die "nursing controversy**. Nevertheless die issues need 
to be understood if the public, nurses, and dieir co-workers In die 
health field arc to give constructive attention. 

ffhls monograph is, dien, a revdew of change and its effects on 
the role of die nurses with suggestion" for proper directions for the 
future. It endeavors to bring understanding of diis most pressing 
problem which must be solved if we are to maintain and improve 
patient care at a time when demand from a giowing population 
increases. 
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; TOWARD AN 

UNAMBISUOUS PROFESSION? 

I I. THE NURSING PROFESSION AND SOCIETY 

i 

I For intelligent foimulallon of public policy regarding the recmit- 

I ment, education and retention of nurses, it is necessary to reabze 

I that die supply of people, their training and allocation of skills, and 

I their rewards are all linked to a market in a society where one is 

i supposed to have choice of occupation and be free to work any- 

j where where circumstances permit. Ijbis is die core value in looking 

;; at ai^ labor suppty in tills counby, nursing included. 

All sources of labor to get the country’s work done are now 
tied to a labor market exclusive of homemaking and sisterhoods. But 
I even homemaking Is having competition in the labor market in that 

I approximately 40 per cent of the married women work outside the 

lt homej it also seems to be difficult to reerrdt sisters because of die 

|| range of alternative occupations and activities women have today, 

an expression of the continuing eicpansion of equal righb for women 
in this counby. Hie consequences to die hcaldi services ^stem are 
that it is no longer in a favored position to attract women into die 
nursing services as one t E only two or three alternatives that women 
J have had widiln living memory. Since all labor supply is tied to 

I dio labor market, this means that our society increasing and now 

;; wholly has to pay standard and competitive wag^ for all the skills 

and services it wants. 

In the past a largo part of die servers-professional and non- 
prof^sional— in die health services system were paid less than pre- 
vailing wages because of the nonprofit and eleemosynary nature of 
healdi care and die dedication presumed to be expressed by the 
workers in being willing to care for the sick and disabled. Fhysicians 
made dieir living in private practice and pro\ddcd free services to 
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016 indfg^t in hospitals and dlsp^niaiies. The healdi setvic&s sys- 
tern was pervaded by an atmosphere of altruism, however carried 
out to meet peoples* needs, and money was a dirty word. The hcaldi 
services system is now an extremely large and very expensive enter- 
prise, a very technical one, and, further, an effective onej hence it 
is now forced to compete in the labor market on eq^ual terms 
industry and government. The old famfly fami concept of con- 
Wbuted and unaccounted-for labor is gone. In substance, the health 
field is now a place to work among a variety of work opportunities 
for men and women, and especially women, for nuises and sup- 
porting personnel. TTtis would flien seem to be the first fundamental 
fact tiiat employers in the healtii field now face, which influences 
tiieir labor force recruitaient and retention polidcs. 

Tlie second fundamental fact facing employers attempting to 
recruit and retain the nursing type of health professional-registered 
nurses, licensed praiutical nurses and aidcs-is that of a rather major 
shift in proportion of patients who are suffering foom long-term, 
intractable, and non-leflial illnesses. The hcalfli services sys^:cm tiiat 
developed from 1875 to 1920 to embody tiie medical technology fliat 
emerg^ during that time was geared to acute and dramatic disease 
episodes. It is still geared to such episodes, not by force of habit and 
unwillingness to change as is often alleged but because tibis is the 
most interesting and rev/ardlng aspect of the patient care process, it 
is the aspect which draws on the darsding medical technology and 
sets an e.xciting and feverish pace in general hospitals. This aspect 
of tile patient care process is tedmique oriented, possibly the finest 
expression of an extremely technically oriented society. It implies 
attack and intervention and frequently total victory and other times 
total defeat. The result of tlie patient care process is definitive. 
Long-term management of patients with intractable and relatively 
stabilized illnesses is allocated to long-term facilities of various kinds 
including, if possible, home care, where tliere is an atomosphere less 
steeped in crisis and pervaded by tiie long and tedious haul. 

If tiiere is a general recruitment and staffing problem regarding 
various types of nursing personnel, there is a particular problem re- 
garding the staffing of long-term facilities, not to mention mental 
hospitals. Our living patterns and standards and the health services 
have created, as mentioned earlier, a large number of patients who 
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are old, sick, and relatively helpless. An estimate made several years 
ago on the basis of a household survey of people 65 years of age 
and over in this country revealed that 14 per cent were unable to care 
for tlieir daily bodily functioning and needed constant surveillance 
[Ij. Fourteen per cent of all tiujse 65 years of age and over amounts 
to 2.8 million people in this county, not to mention similarly situ- 
ated individuals below the age of 65. 

The assumption is that acute and crisis disease episodic require 
a higMy technically qualified nursing staff. The stress is on ^'tech- 
nlque" rather than "tenderness” as expressed by Genevieve Meyer 
in a book on nursing called Tendsrrms and Technique [2]. In long- 
term disease conditions die stress is less on highly technied quali- 
fications and more on a "tenderness" quality of a manag<nnent and 
custodial nature. It is quite possible to staff adequately for acute 
and t^isis disease episodes but not not for long-term and largely 
terminal disease conditions. In short, technique is purchasable, but, 
fundamentally, tenderness is not, Many long-term patients who 
are helpless, incontinent, uninteresting, and unrewarding need the 
kind of care and attention which can normally be expected only of 
family members and relatives, and I raise tihe question whether or 
not it is possible to pay enou^ to obteta the help needed. I ^o 
raise the question whether or not those who are motivated pri- 
marily by high pay are the ones who are appropriate for these 
tasks. 

The third fundamental fact facing the recruitment, education and 
retention of various types of muring personnel is the attitude in our 
society toward tasks that are of a servant nature— as distinguished 
from the usual professional helping service. Tasks that are mainly 
directed at serving a person and his situation— waiters and waitresses, 
maids, being on dmnand at the served person’s convenience, clean- 
ing, lauHderiag, pushing wheel diairs-are low status and demean- 
ing to the server. Our equalitarian society has attempted to auto- 
mate many of tliese functions, but an important residue must re- 
main. To the degree that nursing functions perforce indude many 
of these serving tasks, to diat degree tliere wlU be recruitment and 
retention dffBculties. Hence, attempts at professionalization aim to 
give an occupation a certain autonomy and Independence foom the 
blandislunents of sick people who need a whole range of assistance. 
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irom professional helping service to that noraially provided by 
servants and relatives. Tlie proper balance of servant and service 
tasks is difficult to determine and r^lts in role confficts. Like all 
social changes, equilitarianism has side effects in diat no one is sup- 
posed to be content with low status even in essential positions. This 
makes for difficulty in getting onerous but exceedingly necessary 
tasks done. The labor market today is characterized by a contractual 
rclationship-^M/d pro ^uo-the obligation and duty element of an 
employer-employee relationship lias become minimal. 

The very concept of shortage needs to bo examined. When one 
reviews the hospital literature, even as far back as die turn of tibe 
century hospital administrators were complaining about recruitaient 
and retention difficulties. Indeed the concept of personnel shortage 
has been chronic for a very long time, but flie impression would be 
that the sense of shortage has intensffied since World War II. This 
feeling is not limited to the healtii field but seems to be endemic, 
so to speak, among all fields which require technical sMlIs needed by 
a rapidly expanding tcdmological socielyj tiie educational system is 
not turning out trained people fast enough although it seems that 
the basic manpower pool may be there. Tliis phenomenon appears 
to pervade all highly developed economies so it is not pecidiar to 
tlie United States but an aspect of die so-called now type of in- 
dustrial revolution economies are undergoing. This is particularly 
apparent in economies like Sweden and Switzerland where die 
manpower resources in relation to dieir increasingly refined produc- 
tion, distribution and service structure are driving diese countries 
into exceedingly intensive and rational use of dielr labor supply- 
part-thne employment, adjustment to housewives* housekeeptog 
hours, odd hours, and so on. 

Tills country has barely scratched die surface of adjusting its la- 
bor resources to the characteristics of some types of labor. It woidd 
seem that in nursing particularly, because of its high proportion of 
inactive nuraes, a problem it shares widi odier women-domlnated 
professions (Table 1), more adjustments could be made by hos- 
pitals to accommodate to the family responsibilities of nurses In 
order to induce more inactive nurses to return to nursing. Even 
under the present relatively unaccommodating system, 12 per cent 
of the inactive nurses in Illinois in 1966 had returned to work, mosdy 
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TABLE I 

Bbr Cent op V.S. Women cottpoB Graduate 
Empw¥1p at Least Tart Time Seven 
Years after CottEOE Graduation, by 
Undergraduate AIajor, iroi 
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Henith fields other than nursing. ..... 

Music. 
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part-time, in 1067, according to a study of inactive nurses by the 
Illinois Study Commission on Nursing [3]. According to national 
trends, at any rate, it would seem dmt It is to a large exten t the in- 
crease in the part-time nurses in proporGon to all active nurses 
which is enabling hospitals to stall even as well as they do (Table 2). 



TABLE* 

Per Cent of RN/s in Practice Who Work part Time 
ONLY, XJ.S„ 1000-1004 



Yw* 


¥tivu TtUfi 


Fart Tms 


Tea Cmx 
Who Ahb 
Part Tius 


AcTtCB RN'i 
Fsr 100,000 
Fopoeatior 


1000.... 


414,000 


00,000 


17.8 


282 


1002.... 


433,000 


117,000 


21.2 


208 


1004.... 


450,000 


132,000 


22.7 


306 



Souftii Derived from Tabk S, p. IS, Fecft About Nunkf, Affioriena Names’ Assocti* 
UOB, 10S7. 



Hie usual view of economists is diat if a shortage of labor among 
certain occupations persists, tliere is dien by definition no shortage 
because if die demand for such labor were as Intense as is implied, 
somehow wages would rise to increase die supply. In die long run 
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&e projportion of people in a range of occupations represents a bal- 
ance of d^ercntial demands. Hence, tibe nursing shortoge is an 
illusion from die economigts' point of view, a concept in ibe heads 
of hospital administrators who dream of an ideal hospital staffing 
pattern and even budget for positions they know cannot be flUed 
at current salary rates for nurses. *111030 rates are shown in Table 3. 



TABZ^s 



Average saiaiht qv Begistered Nurses 
IN NON.OOVlRNMBNTAn HOSPITAM, 
UJ., JonY, 1006 





Aymms SAbunr 


Wedfly 


Amml 


Director of surtiog. .... 
Superviior of auifei. . . . 
Nurflog ioitructor, ..... 
Head aurie. ........... 


$104 

120 

121 

114 

101 


$8,008 

6,708 

6,448 

0,028 

o,m 


Gesertil duty Bune. .... 



^mtpmivpA from TuMs 1^, Fedt Abtvt NurHnf, 
Aisel«as Nunei' AiMd«R«i, 19^ 



The concept of budgeted but unfilled positions is an interesting 
one. It presumably means that tliere is money actually available to 
staff hospitals according to going standards if the existing supply 
of nurses would only work at current salary rates and working 
arrangements. The concept of budgeted and unfilled positions 
has now appeared in both industry and government, indicating, 
perhaps, tliat wages and salaries, as such, do not now have the 
dominant influence on the allocation of labor diat they once had. 
Many other factors are aclileving relatively greater importance- 
working conditions, convenient hours, and fringe benefits such as 
vacations. The wages and salaries in general appear to be high 
cnou^ so tliat labor now considers marginal returns after incomes 
reach a certain level. 

It would then seem tliat the shortage is real enou^ in terms 
of the standards and objectives of an economy which wishes to 
produce more and more goods and services at higher quality-needs 
are quite open-ended, i.o., there are no logicid limib given the 
tremendous productive capacity of the economy if fhe labor supply 
were tliere in sufficient quantity. 
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The health services arc particularly characteristio of a need in 
the population which has no logical limits set by objective criteria 
because tiie aims of the health fidd are essentially utopian— rela- 
tively equal access to cure, prevention, rehabilitation, and extended 
care regardless of ability to pay. It is thus exceedingly difficult to 
establish stendards for staffing ratios In hospitals or for the proper 
number of physicians and auJttiary personnel, 

Possibly tile chief reason for the difficulty in establishing stand- 
ards is that the health field is changing so fast because of improve- 
ments in medical technology and an increasingly productive econo- 
my. The number of nurses per bed and other personnel have been 
increasing since the turn of the century, and tiie demand is appar- 
ently continuing. 

Ihis is why there is a great deal of concern today, for example, 
with tile way hopsitals are used. There are many allegations of 
so-called **overuse” and "abuse." Short of vety gross examples— such 
as examples of a diildren’s hospital being used as a baby sitter 
while the parents went off on a weekend holiday-tiiere are no 
objective criteria of proper hospital admission rates or even length 
of stoy. What can be presented are customary patterns In various 
places whidi may considerably vary between them dthough the 
environing economy and society are quite similar to standards of 
living, level of industrialization and so on. 

For erample, in a free hospital system as in Great Britain, i.e., 
no payment at time of service by tiie patient, tiie admission rate per 
1,000 population in a year is 85 and the average length of stay is 
15 days. In the United States, with invariably at least partial payment 
by the patient at time of service, the admission rate is 130 and tiie 
length of stay is eight days. In the province of Saskatchewan, where 
there is a free hospital service, the admission rate Is 200! Obviously, 
these use patterns affect staffing patterns and tiioy also vary con- 
siderably for no readily discernible reasons. In Sweden, for example, 
where the admission rate is 130 and the length of stay 15 days (al- 
most twice ours) tiiere is one personnel member (exclusive of physi- 
cians) per bed. In tiie United States tiiere are 2.5 personnel per bed. 
These data are presented to show how extremely variable use and 
staffing patterns are between countries and areas whidi have more 
social and economic similarities than dissimilarities. And they all 
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complain of shortages, particularly a shortage of nursesl And, as 
in this country, the number of personnel per bed has been Increasing 
since the turn of tihe centu]^* 



II. THB STRUCTUIIK ANP NATURB OF THE 

NURSING PROFESSION 



It wouin seem diat much of what ^viU be presented in this section 
is qiute self-evident and already known by people who make de- 
cisions and policy in die healdi field I make no pretense of originality, 
having drawn Information and insights from many sources—a raft of 
studies on the nursing profession, particularly die summary report 
entitled Twenty Thousand 'Nurses TeU Their Story, by Everett 
Hu^cs and collaborators [4]j and die recent and thoughtful book 
edited by Fred Davis, endded The Nursing Frofession [5], ^vidl con- 
tributions also Jhom Anselm Strauss, William Glaser, Hans Mauksch, 
Virginia Olesen, Elvi Whitaker, and Esdier Lucille Brownj and the 
perceptive study by Genevieve Meyer, Tenderness and Technique: 
Nursing Values in Transition, mendoned earlier. Hence, It is hoped 
that this discussion 'wdll at least serve die purpose of synthesizing 
what is already known but in terms of shaipening our perceptions of 
the problems of nursing personnel. 

In modem society, career advancement is through the educa- 
tional system, particularly undergraduate college and postgraduate 
university training. Tliis is die giant sieve selecting aptitudes, skills, 
intelligence, ambition, earning power and status in American society. 
Women have increasingly entered diis sifting process in that about 
three-quarters of diem now graduate from high school. About a 
quarter of these graduates earn a bachelor's degree (a sixdi of all 
women now in high school), and about IS per cent of the latter (3 
per cent of all women) earn various graduate degrees [6]. Hie nurs- 
ing profession, which was shaped by die apprentice system as an arm 
of administration radier than a chaical department during an era 
when relatively few women attended college, is now trying to 
overcome its past. It is attempting to by-pass the hospital as the 
primoiy training center and take the padi of all young people who 
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aspire to some high level technical and professional status (Table 
4). 

TABl^E 4 

Trends in Enroei;mbnt in Cqumge programs 
Leading to the lt,N. Compared With Hos* 
piTAE Based Programs, U.S,, loss-isos 
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k This aspiration toward unambiguous professional status through 

I the formal educational system recommended in tiie controversial 

I and thoughtful position paper of the American Nurses* Association 

j in 1965 will have many consequences, both Intended and unintended 

I [7]. It is the unintended consequences that are probably the most 

[ worrisome because tiiey may worsen the nursing shortage as nursing 

|i duties are now deBned, given emphasis on higher standards. Tlie 

j; intended consequences are commendable, i.e,, hi^er quality of 

i training and increased professionalization. At die same time it would 

I seem that unless tlie college and university becomes tiie main entree 

j to nursing, the continued recruitment of young women will be 

I Jeopardized. 

I The nursing profession is attempting to enhance its professional 

j status in the name of higher quality nursing service and an unam- 

{ blguous professionalism-tiio former should result in better patient 

j care, whSe the latter should result in both liigher self and public 

]j regard. Together, these attributes should furflier result in increasing 

I the attraction of nursing to intelligent and liighly motivated women 
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and— always as an afterthought it se®ns-men. Nursing has, however, 
always been overwhelmingly a women*s profession (over 99 por 
cent of all K,N/s are women [8] ) and %vill undoubtedly continue to 
be alfhough there are occupational nidies which can be made at- 
toactive to men. This assumption of a predominantly women's oo- 
cuparton ^vill, naturally, influence all subsequent observations and 
prediettons. 

In reading the voluminous literature on and by nurses and in 
talldng with the principals, I am struck by die feeling of lack of 
appreciation which pervades (he tiiinking. This is particularly evi- 
dent in a vignette of a quote loaded with meaning— probably more 
tiian intended-in the A.N.A. position papers " . . The bulk of 
nursing today is being done by men and women who . . , expect a 
competitive salary, appreciation, a feeling of wor&whfleness, and 
an operating dcmos^atic phllosophyj in return they expect to glue 
as much ofthemsehes as can he safely let go [9] ” (Emphasis mine.) 
The last clause is of great sigiificance because one of tlie dharac- 
teristics of a profession dealing with people intimately is die need 
to withhold one's deep self. Overlnvolvcment leads to professional 
ineffectiveness and personal eihaustion, Apparendy the nurses feel 
that current nursing situations make tremendous d^ands on the 
self— the mother type in our society being prime example— and 
hence professional status and therapeutic effectiveness are im- 
paired. 

What are other characteristics for a profession? Usual dharac- 
teristics are; (1) a high level of commitment, i.e., once a person 
select a certain profession the likelihood of remaining active through 
life in this line of work is very liighj somediing on die order of 
possibly 90 per centj (2) a profession implies a relatively long 
and disciplined educational process resulting in some kind of formd 
recognition} (3) related to the foregoing diere is implied a body 
of knowledge and skill which is more or less unique to that pro- 
fession and transmissible} (4) there is implied an active and co- 
hesive professional association which is self-govemfaig and which 
watches all standards and ediics. American society gives a great 
deal of autonomy to professional associations in ^ regard} (5) 
lasdy, there is implied a great deal of discretionary authority and 
judqpment for the profession to practice its knowledge and skills with 
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little direct supervision, The relationship with ottier professions is 
a collegial rattier ttian a hierarchial suhordinate-superordinate 
relationship. 

How does nursing measure up to these characteristics now, 
and how might it do so in the future if present trends continue? 

Taldng these points in the same orderj (1) ttie current level of 
commitment among those who aspire to nursing would appear to 
be relatively low as measured by both women and men in college 
teaching, medicine, law, engineering, and ttie minisb^. It seems 
that even among women ttie commibnent among those who select 
tibese proteions remains high} ttie tum*over is low} the length of 
continuous practice is high. For example, 88 per cent of women 
M.D.*s are practicing medicine, the majority of them full time [10], 
A third of ttie women who enter nurstjs' training quit before com- 
pleting ttieir training} anottier third or so become inactive for 
vety long periods after a few years of service, Oitty a small group 
make a career of nursing, and those who do so attain status through 
administrative and teadiing posts rather than ttirough direct patient 
care. Hence, there is a great deal of turn-over among the masses of 
trained nurses, producing a small, highly committed top group and 
an exceedingly small VJddle-management" group. This is an un- 
favorable base on whidi to build a strong professional group because 
it would seem ttiat any profession would need a hl^i proportion of 
professionals hrom wliich to recruit for leadership, training, and 
high level practice positions. The current education and practice 
structure of the registered nurae is anything but encouraging to this 
typo of professionalism. 

In points (2) and (3) professional education implies a rigorous 
and long process in a university or college setting and course con- 
tent based on ttieoretical and proven knowledge of relevance to ap- 
plication. The great bulk of the nurses are still being trained in 
diploma sdiools associated with hospitals and largely on an ap- 
prenticesliip basis witti unsystematic exposures to ttieoretical and 
tested knowledge. Tills is, of course, ttie reason that the American 
Nurses' Association is recommending the eventual elimination of the 
diploma schools to be replaced by ttie junior college assodate de- 
gree and university related bacedaureate degree nursing schools. 
All nurses will then become college graduates, the minimum symbol 
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of professionalism in American society. The question is, will this 
shift in emphasis supply enough registered nurses? 

As regards point (4) relating to the need of a professional asso- 
ciation to be cohesive, self-governing, and a source of professional 
self-discipline, standards, and ethics, it would seem that in general 
the American Nurses’ Association meets diese criteria. Currently the 
A.N.A. is handicapped, however, by the fact that only one-fourth of 
the active nurses belong to their professional association. Tiie Asso- 
ciation is also limited by the structure and characteristics of the 
nursing profession already described. *Hius, unless the commitment 
to nursing and the educational level are raised, flie professional as- 
sociation is operating under serious handicaps, given its long-range 
objectives. 

Finally, on point (5) regarding the characteristics of discre- 
tionary authority and judgment, tiiis power is delegated by society 
to a few selected occupations on the presumption that it is in the 
public interest. The work that needs to be done can most effectively 
be carried out by such delegation. Those who are accorded this 
discretionary power and judgment are supposed to bo rigorously 
trained and indoctrinated in the sciences, art and ethics of the 
respective profession, tiie nursing profession accorded this power 
and respect? The answer is obviously "no” in principle, but not 
necessarily so in practice. This ambiguity is part of the reason for 
the restiveness among the nurses. In one of the studies (Hughes, 
ed., Twenty Thousand Nurses Tell Their Story, p. 72) it was ob- 
served tliat within a hospital tlie physician did not exercise fully 
the power of discretionaiy autliority and judgment that he had in 
relation to the nurse and other aspects of tiie hospital service struc- 
ture, and tlie nurses in effect exercised more discretionary authorlfy 
and judgment tlian they were formally accorded. In otiier words, 
the exigencies of the working situations resulted in tlie muting of the 
physicians* authority and tlie stretching of the nurses’ authority. 
Wlietlier tliis degree of ambiguity and tension is functional-it is 
certainly inlierent in die current nurse-patient-physidan relationslilp 
—is an open question. It may be too intense} a partial resolution is an 
upgrading of tlie position of tlie nurse in institutional settings. Tlie 
position of die nurse outside of the hospital would seem to be differ- 
ent enough to warrant separate observations. 
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M a natural trend ol the times and very likely an increasing portent 
for the future is the fact that the American Nurses' Association and 
its state constitutcnts have committed themselves since 1946 to 
collective bargaining to improve the status and salaries of nurses. 
The hospital is caught between the squeeze of rising costs and the 
pressures of third party payors and the general public; an important 
component of these costs is, of course, nursing. The nurses have also 
been caught in tlieir need to have a competitive salary and working 
conditions worthy of professionals in order to maintain and possibly 
even increase the supply of nurses, It is a teuism in our society diat 
for any t^’pe of personnel who are employed by odiers, radier than 
as independent contractors with individual customers, clients or 
patients, as die case may be, die now generally accepted means to 
Improve economic status is dirou^ group acttvlty and collective 
bargaining. Modern society is diaracterized by groups at Interest 
bargaining widi each other in one way or another as relatively au- 
tonomous units. 

Nurses occupy a strategic place in hospitals and other places 
where they are employed. They provide expert care to patients; 
they supervise other employees; diey are the link between the ad- 
mi^strator, the physician, and the patient. All these parties surely 
know dlls. Tlie nurses are trying to improve their status— a common 
American propensity. Individuals by themselves are quite power- 
less to do this; groups can. 

Ihe nursing profession, however, runs the risk of giving the 
impression diat their diief grievance is money. In this country it is 
very easy to use wages and salaries as the solo basis for grievances; 
they are tangible. It is much more difficult to use status and an in- 
crease in professional prerogatives as a basis for group action. The 
nursing profession then needs to use a judicious mix of improved 
status dirough upgrading education and standards and through 
group activity and collective bargaining. 

It is easy for opponents of group action and coUeedvo bar- 
gaining by nurses to wax moralistic on this issue, but the right of 
employees of all types to organize is now so implicit in our sodely 
that it is really a dead issue in die long run. The last few years, for 
example, have brou^t strikes by teachers and social workers-two 
other groups who are similarly situated. Hospitals, as usual, are slow 
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to follow the personnel policy trends of die larger society of whidi I 

they are a part, but sooner or later events catch up with diem, It is | 

a commonly accepted observation in the labor market generally that I 

in the absence of a counterforce brought to bear at the point where 
salaries are set, employers are not likely to be induced to increase | 

salaries commensurate in pace and amount widi the laiger society. * 

Hence, collective bargaining in some form becomes a method for all 
groups. 

There are many observations about inappropriate use of nursing 
skills. It would seem likely that raising salaries promotes improve- 
ments in utilization dirough all tyj* of rationalization and man- 
agement techniques. This is usuaT/ regarded as the impetus to 
higher productivily and greater efficiency. It is assumed diat regis- 
tered nurses will be relieved of low-level-of-skill dudes when higher 
salaries push management into increasing the efficiency of the work 
force. In the hospital this is easier said than done because of the 
very nature of a personal and professional service} neverdielcss, 
group acdon and collecdve bargaining have become almost ends in 
themselves for employee groups to receive recognition in the market 
place. 

M usual, the nursing profession occupies an ambiguous and 
difficult position in this situation as well as the others mentioned. 

The nursing profession also has to assure that sick people will be 
nursed. Hence the ultimate weapon of organized employee action— 
the strike— has to be used sparingly, selectively, and partially. 

Skeleton staffs have to be maintained at the hospitals for emergency 
care. Eventually, it would be expected that clearer ground rules 
governing the collective bargaining activities of professionals and 
their employers will evolve than we now have. In musing as in 
other occupations, tactics and strategy have to be devised to suit 
the needs and interests of the groups being represented as well as 
the public being served. 

It may be pertinent to point to the basic problem in nursing 
today, underpinning everytiiing that has been presented. Famous 
lawyers are famous because they are practicing law} famous pro- 
fessors are famous because they conduct research and teach} famous 
clergymen are famous because they are great preadiers and pas- 
toral workers. Today famous nurses are famous net because they 
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practice nursing, but because they are administrators or college fac- 
ulty members or skillful collective bargainers and negoliators-but 
removed from die practice of nursing, i.e,, direct patient care, The 
crowning irony is that the farther a nurse is from direct ministration 
to the patient, die higher is her status in toda/s distorted value 
system. On die other hand, die closer a physician is to the patient— 
and particularly inside the patient both actually and metaphorically 
—the higher is his status. So it is widi the other professions men- 
tioned— their fame is related to the generic task for which each 
profession v/as educated. This is now happening to administration, 
since management of institutions and programs is Increasingly as- 
signed to especially trained people who are evolving a manager!^ 
profession in their own right. 



A. INSTITUTIONAL NURSINGS ' HE GENERAL 
HOSPITAL AND RELATED PAOILITIES 



Almost two-othids of the active registered nurses in the country 
work in hospitals of various types (Table 5), and over 90 per cent 
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of these work in general and allied special hospitals, die remaindor 
in mental hospitals. Hence, die policy problems regarding die re- 
cruitment and stafQng of nurses are directed very largely to the 
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hospital setting altnough other working sites are also of great Im- 
portance to the health held, perhaps even disproportionately so be- 
cause of the greater difficulty of substituting nursed aide type of 
personnel, 

In die United States diere are over 6,000 short-term general 
and special hospitals and almost 900,000 beds. Over £8 million 
patients are admitted to these hospitals in a year, and at eight days 
per admission th^ therefore uflize over 247 million bed-days 
(Table 6), Against a total population of 200 million people tiWs 
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means tliat there are about 140 admissions per 1000 population In 
a year. Use of hospitals has been increasing for many years, hi 
1945, for example, the admission rate was around 100 and the 
lengdi of stay probably around 12, Hius tlie long-term trend has 
been an Increasingly greater turnover of patients, whidi lias die gen- 
eral result of intensifying die work load for die hospital staff. It 
has also been estimated diat in recent years diere have been at 
least 100 million visits annually to out-patient departments (includ- 
ing emergem^ departments) nationwide [11], and die general im- 
pression is that diis type of demand has been rising dramatically in 
the larger cities and increasing die pressures on die hospital staff. 

Altogcdier there are over 7,000 hospitals of various types with 
almost 1,700,000 beds. About one-half of these are in mental hos- 
pitals. All in all, then, there are about eight beds of various types per 
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thousancl population. The number of general hospital beds per 1000 
population is around 45, Various ^es of extended care facilities 
are increasing rapidly, The last count of nursing homes revealed 
over 17,000 with nearly 670,000 beds. (See note, Table 6.) In aU 
these ^65 of ©{tended care facilities iere is need, naturally, for 
various grades of nulling personnel, pr<»umably largely of the li- 
censed practical nurse and nurse*s aid types. Staffing patterns for 
tiiese facilities have been anytiiing but stable, being mainly an 
©faccrbation of the staffing problems already existing in other types 
of institutions. 

The most Intense seekers and users of nursing personnel are tiie 
general hospitals and the mental hospitals. iUl in all, however, the 
most intense recruiters arc, of course, the general hospitals. It is tims 
seen tiiat the hospitals and other types of institutions constitute a 
tremendous market for nursing personnel by all standards. It is also 
a very <»mpl©{ type of market in that thwe is no systematic and 
central employment registry for nurses to faeflitate die connection 
of hospital personnel offices and the nursing supply. The A.N.A. has 
made some att<*mpts in this direction through its state affiliates, par- 
ticularly at the supervisory level, and most nursing magazines run 
extensive advertising sections. Also, state and private employment 
agendcs are used. Tretumably hospitals with diploma schooh, still 
die great bulk of sources of registered nurses, create their own 
•upply. 

There are several characteristics of the recruitment and reten- 
tion of registered and other levels of nunes that have a dhect bear- 
ing on die problems being faced today. As has been mentioned pre- 
viously, a diird of the studente who enter nursing schools for regis- 
tered nurses drop out before graduation. Aiter graduation it has 
been estimated that there is an attrition of nearly 50 per cent in 
the first year, mitigated later on by the return to nursing of many 
of those who had left nursing. Presumably the attrition continues 
until a small hard core of career registered nurses remain, to form 
die cadre throu^ wliich there is tremendous in-fiow and out-fiow 
of nurses. Further, it is generally assumed that there is an unusually 
high turnover in general hospitals and even higher in the mental 
health system. From all report it would seem that the nursing field 
has always been volatile, and it may be a tribute to the capadty of 
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OS complex; an institution as the hospital to fiinction as well as it 
has» Presumably ttie situation is getting even more volatile! hence 
the mounting concern. 

Another significant characteristic of the registered nurse em- 
ployment pattern is tlie increase in the proportion of married nurses 
in the nursing work force, It is now 61 per cent, paralleling tiie de- 
velopment in tlie general labor force, where 63 per cent of em- 
ployed women are married, However, less than 40 per cent of all 
women of worldii^ are in tiie labor force, compared \’dth almost 
70 per cent of all women trained as nurses [12], There has also 
been an increase in tiie proportion of nurses working part time, 
now around 30 per cent for all active nurses but around 40 per 
cent for all nurses in general hospitals, Furtiier, tiie active nurses 
are on tiie average a littio older than in previous years. In tiie United 
States as a whole tiie average age was 34 in 1940 and 40 la 1962. 
Apparentty, however, the relative proportions of active and in- 
active registered nurses have remained quite constant over the years, 
ie., about one-third of the registered nurses at any given time are 
not working as nurses [13], These are important Indications fliat the 
registered nurse labor market has been anytiiing but stable. Adjust- 
ments are taking place within the opportunities and constraints 
of everyday life. If these seemingly spontaneous change had not 
taken place, the hospital system would have been in shambles. This 
is certainly not the case, cdfliough tiicre arc difficulties. 

An Important phenomenon in addition to the changes in the 
labor market of registered nurses mentioned In the foregoing is the 
rapid Increase-althou^ never rapidly cnough-of various types of 
auxiliary nursing personnel— licensed practical nurses and nurse’s 
aides. Tlie data on tliem are difficult to obtain-particularly as to 
active and inactive-but estimates have been made fliat in 1949 
tiiere were more than 300,000 auxiliary nursing personnel working 
in hospitals of whom an unknown, but small, number were licensed 
practical nurses. By 1964 fliers were 650,000 auxiliary nursing per- 
sonnel of whom 150,000 were licensed practical nurses [14'J. Hie ratio 
of licensed practical nurses to otiier auxiliaries is increasing markedly 
as more and more states pass licensure laws and encourage tlie 
development of schools. The current proportion of all types of bed- 
side nursing staff in U.S. general hospitals is 31 per cent registered 
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nurses, 21 per cent licensed practical nurses, and 48 per cent nurse's 
aides [15]. Tlie number of various types of nursing personnel em- 
ployed in hospitals has increased faster than die number of beds, 
another phenomenon in staffing patterns of hospitals. There has been 
no stabilization of staffing patterns apparently since die turn of the 
century, and no set and codified staffing formula is in sight. In diis 
regard a consultant group of the Office of the Surgeon General 
recommended a staffing raUo in general hospitals of 50 per cent 
registered nurses, 30 per cent licensed practtcal nurses, and 20 per 
cent nurse's aides [16]. Undoubtedly, this is a nile-of-diumb standard 
based more or less on an "ideal” eidsdng pattern with possibly a 
suggestion for a higher proportion of licensed practical nurses than 
may now be feue. 

In a recent national self-appraisal by short-term general hos* 
pitals, it was reported that about 18 per cent of die budgeted or 
required positions for registered nurses were vacant [17]. Odier 
studies have shown diat, in general, registered nurses have hi^er 
vacancy rates tlian less skilled help. This makes sense in that the 
hospitals strive for the highest level of staffing that the market per- 
mits before there are substitutions of personnel with less training. 
If hospitals must maintain a given staff complement on given budg- 
ets, obviously adjustment have to be made. It is apparent diat dicso 
adjustments have been made and will continue. 

Tie concept of shortage as measured by budgeted but unfilled 
positions needs further study. It is difficult to accept this measure 
on face value. Is it the relationship of die hospitals* id^ staffing pat- 
tern for which it apparendy has die money at going salary rates to 
its actual staffing at going rates? Would an increase in budgets for 
salaries close this gap? Undoubtedly this would help, but it is not 
reasonable to assume that there would be a one-to-one relationship. 
Tie labor market Is much more complicated than diat. Nurses* sal- 
aries in the general hospitals are increasing appreciably. It Is too 
soon yet to determine whether or not diis increase has had an effect 
on recruitment sufficient to satisfy the hospitals. Tie hospital usually 
lags behind die rise In the general wag*' scale. In today's economy it 
can hardly e^ect to be a pace-setter. Tie hospital responds to the 
larger economy radicr dian leading it. 
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B. INSTITUTIONAI. NURSiNd! THU M1NTAI« 
HOSPITAl, AND llli^ATeD FACIUTIIB 

SocKAi# msoKi/& todition have kept the tecatmcnt and cus- 
tody of die mentally ill and the so-called physically ill apart in 
separate institutions with separate staffs, and indeed separate con- 
cepts of ill- and weU-heing. Consequently, die staffing of mental hos- 
pitals has to be considered as a separate problem more or less pe- 
culiar to dieir situation, Since World War II, however, a social and 
medical phflosophy has been growing to merge the treatment of die 
mentally ill and the physically dl both geographically and concep- 
tually. ha substance, however, the separation remains although prog- 
ress is slowly being made to merge diese two traditions. 

Separate budgeting and staffing of mental and general hospitals 
is largely due to the fact diat care of die mentally ill is almost wholly 
a shite responsibility while die care of the physically ffl is largely 
in die voluntary hospitals and a small pordon in die publidy 
supported general hospitals. Private psychiatrio hospit^ and 
psydliiatric tmi^ in general hospitals account for a very small per 
cent of the total beds. Hence, die state legislature must be appealed 
to direedy for funds to operate die mental hospitals in direct com- 
petition with many odier activities the state must ffnance in the 
public interest. In diis regard, it is generally recognized that, 
country-wide, mental health has always had a relatively low priority. 
Slowly, however, better financing and die increasing acceptance of 
progressive concept of patient care are coming forward, 

Althou^ generally known, it is nevertheless a startling fact 
that mental hospitals comprise less dian ten per cent of hospital 
type institutions and admit less dian two per cent of all patients 
entering all hospitals annually, yet comprise almost half of all die 
beds. There are over 500 institutions for the mentally ill and deficient 
of various types widi a total of almost 700,000 beds [18], In a year 
there are over half a million admissions to mental hospitals from 
a population of 200 million, or two and one-half per 1,000 population. 
This does not include admissions to the psychiatric units of general 
hospitals, which increases the admission rate to four per 1,000 popu- 
lation. Tlie daily census of institutionalized psychiatric patients is 
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over 650,000, counting those In psychiatric unite [19], Tlie trend 
during the recent past has been an increase in the admission rate 
but a decrease in the number ot patients in institutions at any given 
time because of die shorter length of stay due to chemodierapy and 
the development of out-patient clinics and psychiatric unite in gen- 
eral hospitals. 

About 600 general hospitals now operate in-patient psycldatric 
unite [20], It is estimated diat Uiese unite and die private psychi- 
atric hospitals together discharge almost as many mental patients 
annually as the state mental hospital system, which discharges about 
300,000 patients each year, A certain but unknown proportion of 
psychiatric patients widi severe conditions are undoubtedly dis- 
charged from general hospitals and referred to psychiatric hospitals. 
The creation of psychiatric in-patient unite in general hospitals is a 
prime example of die attempt to merge die health systems for the 
mentally ill and the physic lly ill. 

Another attempt to diffuse the treataent of die mentally ill and 
to de-emphasize care in mental hospitals is the creation in recent 
years of psydiiatric out-patient clinics in some states to serve pa- 
tients who live at home but register at and seek services at these 
clinics. 

In recent years die number of registered and licensed practical 
nurses lias been increasing as have also so-called psydiiatric aides. 
There are now about 16,000 R.N.*s employed by the public mental 
hospital system, accordhig to a recent Public Healdi Service re- 
port [21]. Nevcrdicless, die proportion of unfilled budgeted posi- 
tions to all positions is by any standard staggering, and it is a won- 
der diat die system can function at all. 

The contrast wldi the general hospital, as will be recalled, is 
starding. Even die substitutes for tin registered nurses* positions 
have a liigli vacancy rate indicating a serious shortage of qualified 
personnel according to current professional judgment. It can bo 
seen diat die number of personnel of various types regarded as 
needed runs in die diousands. Worsening an already serious situa- 
tion is die liigh annual turnover rate. 

In the early part of diis paper diere was allusion to die gener- 
ally open-ended nature of die liealdi field, making it difiScult to set 
up objective criteria of need, demand, and personnel. Aldiough this 
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is true of sO'Called pliysical illnesses, the difficulty is worse for 
mental disease. Hence, it would seem diat professional judgment 
deems that fliere are greater sliortagcs of personnel in mental health 
than in the somatic diseases. Consequently, it is also more difficult to 
convince the custodians of public funds that mental health problems 
are as critical and that the shortages of personnel are as great as they 
arc. Mental health continues to be die step-child in &e specteum 
of health needs and services among public policy makers. For one 
diing, it is not an important, purely political issue. A great many of 
the needs and possible impairaients must be taken on faith, and 
diis faith must flow from a greater humanitarianism in die body 
politic for die mentally ill than is now die case. Although society h^ 
come a long way from the demon dieory of mental illness whidi 
held sway as recendy as the latter nineteendi century, the mentally 
ill are now more likely to suffer from indifference rather tihan de^ 
liberate harassment and neglect. Society can be Judged by how it 
regards and handles die mentally ill. Our society has no particular 
reason for pride in this regard. 



e. COMMUNITY NURSING 



Tim PBEVAiLES'c image of the ninrse is the nurse in a hospital setting, 
and, as measured by the proportion of nurses so situated, this is 
understandable. Today two-thirds of the registered nurses work in 
hospitals, and the overwhelming majority of these in general hos- 
pitals. Although the hospital based nurse is the one that appears to bo 
getting most of the attention, a very neglected area of nursing and 
one which will become increasingly important is the typo generally 
referred to as the community nurse, die nurse practicing outside of 
hospital settings and associated widi public health agencies of vari- 
ous types and sponsorslilps. This type of nurse will become increas- 
ingly important because dils is the natural group for expansion to 
cope vidth the growing problem of long-term illnesses, preventive 
services, health education, and family health counseling. 

Currendy about 40,000 nurses are associated with agencies such 
as public health departments, schools, “^dsiting nurse associations, 
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and voluntary agencies dealing with maternal and child health. 
Nurses associated with industey number around 18,000 and prob- 
ably should logically be included under the classification of com- 
munity nurse, If all nurses engaged in community nursing are com- 
bined (Including Industrial health nurses), almost 10 per cent of 
the active nurses in die United States are so engaged. If the indus- 
trial liealdi mxsf*s are excluded, then 7 per cent of the active nunses 
arc engaged In community nursing. 

Community nurses are engaged in the following activitiesj con- 
trolling the spread of communicable disease; maternal and infant 
hcalfli protection; pre-school and school age protection; mass screen- 
ing programs for tuberculosis, diabetes, arthritis, heart disease 
and cancer; mass Immunization programs against smallpox, diph- 
theria, polio, and influenza; venereal disease control; healtii educa- 
tion, and family health counseling. Further, tiiere is involvement 
in mental healtii and mental retardation, home care of chronic 
Alnesses, and related problems. 

The very listing of the functions and diseases gives littie clue 
to what the community nurses actually do, where tiiey practice, and 
the agencies with which tiiey are associated. There is now less con- 
cern with communicable disease control as such, but more concern 
in the direction of tiie long-term clironic Illnesses, In any case, com- 
munity nursing today is very difficult to describe clearly because 
it is in a very fragmented state. Tlie nurses are caught up in this 
fragmentation and are struggling to achieve some overall view and 
working order. 

While the early emphasis was on communicable disease con- 
trol, the general improvement in the standard of living surely has 
played a significant part in conquering these diseases. Hence, nurs- 
ing is entering an era of general community healtii. So far, public 
health programs have not been comprehensive enough and have not 
had tlie resources, quality or coverage required to reach the entire 
population. New goals are now being established to reduce and 
where possible eradicate tlie incidence of diseases which are both 
major ihreats to life and make life miserable. The contemporary 
thinking looks toward broadening health protection by widening 
the application of programs tliat are fan.ily and patient centered 
and tliat attempt to consider total health needs rather tlian disease 
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entities, 'X^ese naturally would include the extension of the com- 
munity health center principle to the recently enacted programs of 
community centers for mental health, heart disease, cancer, and 
stroke. 

There is, of course, no end to health problems that must be 
attacked from a community approach. Those that readily come to 
mind are alcoholism, cigarette smoking, air and water pollution, 
pesticides, automobile accidents, and tiie population explosion. Then 
there is also the imminent possibility of programs utilizing the com- 
puter for large scale diagnostic screening of the population leading 
to early diagnosis. 

The much touted "community^' approach to health problems is 
exceedingly underdeveloped in this country. The main development 
has taken place in tiie acute disease and curative sector of the health 
services system, and all otiier endeavors have been more or less 
secondary to or even a residual of this sector. Heroic efforts will 
need to be made to achieve a community approadi in terras of 
coordinating the existing fragmented structure of curative and pre- 
ventive services. 

There are almost 9,000 separate public health agencies vying 
for tlie 40,000 or so nurses employed in public healtli work [22], The 
vast majority of these agencies, employing almost 95 per cent of 
all nurses in the area, are local in control. Boards of education and 
local governmental agercies (such as well-baby clinics) split tlie 
lion's share of these nurses about equally-they each employed about 
15,000 nurses at last count [23], Tliere are also 651 separate visiting 
nurse associations, many of them under private auspices, employing 
almost 5,000 nurses [24], In general, tlie vacancy rates for nurses 
in publio health service positions appear to be slightly lower than 
in hospitals and mental institutions. In 1966, about 6 per cent of Ihe 
budgeted staff nurse positions and 11 per cent of llie super- 
visory nurse positions were unfilled [25], Tliese relatively low va- 
cancy rates do not mean tliat the area is well saturated with 
nurses, of course. Probably more than any other field, except per- 
haps public mental hospitals, public health nursing is chronically 
underfinanced and understaffed. 

Despite the great fragmentation evident from tlie above, there 
are signs tliat public health nursing is moving in the direction of 
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consolidation. The total number of agencies active in the field 
dropped by 241 (from 9,094 to 8,853) between 1964 and 1966. The 
drop was not due to the loss of any agency semces but rather to 
the consolidation of several small agencies into a large district or 
system [26], 



D. OCCUPATIONAL HEALTH 



Tim LAST GROUP to be considered in the community health nurs- 
ing categor)'’ is the occupational health nurse in industry, constitut- 
ing three per cent of the active nurses, or around 18,000 nurses. 
About four-fifths of these nurses work for firms with at least 500 
employees. A third of all occupational health nurses are employed 
by very large flrms-over 2,500 employees [27]. The registered nurses 
employed by industry are working largely without medical or nursing 
superWsionj the vast majority are graduates of diploma schools. As 
widi the other fields of community health nursing, infonnation is 
quite fragmentary. 

It is generally felt tliat without adequate supervision and/or 
consultation service, no in-plant health maintenance program can 
have much value. Health experts have recognized the value of such 
programs for a long time to the employee, die employer, and the 
general public. It may be a reasonable assumption tliat in-plant 
health maintenance programs would lighten the pressure on hos- 
pitals, clinics, and mental institutions. 

Obviously, then, another area of nursing needing special at- 
tention is in-plant occupational health programs. Tlie present short- 
age of nurses, however, makes expansion difficult. In addition, there 
is a natural attrition, and occupational health nurses seem to be 
somewhat older tlian nurses in general. (Tlie Bauer and Brown re- 
port, U.S. Public Health Service, 1966, revealed tiliat 44 per cent 
of die occupational healdi nurses were 50 years of ago and over 
compared widi 26 per cent of all professional registered nurses.) 

It is clear that die number of nurses required to meet the pr i- 
fessional standards of occupational healdi needs is at least twice 
die present number, an unrealistic goal. Hence, there should bo 
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efforts toward a gradual and steady increase in the long run. Also, 
management needs to realize tiie value of in-plant occupational 
nursing. 

This section on community health nursing is confusing because 
of the fragmentary nature of this field of nursing practice, Ihe long- 
range efforts would appear to be self-evident, namely, to evaluate 
the entire community nursing service field in order to work toward 
some central coordinatio'. on state and local levels. It would seem 
necessary to establish some kind of central agency to pool the com- 
munity health nursing resources to meet as efficiently as possible 
the mounting new heahh problems now facing us, 



R. OTHRil NURSIN® PRACTICE SITES 

As BKVEALED, nuTSCs havo a great range of sites and combinations 
of sites in which to work according to predilections and opportuni- 
ties. Other sites which absorb a large minority-almost 20 per cent— 
of tile active nurses are private duty in the hospital and home, and 
employment in physicians* and dentists* offices. 

It is estimated that there are currently 64,000 nurse' available 
for private dutyj anoflier 44,000 or so work in tiie offices of physicians 
and dentists. There are approximately 183,000 physicians in private 
practice [28] and 97,500 dentists [29], 

1. Private Duty 

The number of nurses active in private duty has been decreas- 
ing, and tiiose in physicians’ and dentists* offices have been increas- 
ing. It is within living memory, of course, that most of tiie active 
nurses were engaged in private duty, contracting directly with pa- 
tients in hospitals and homes, somewhat analogous to private medi- 
cal practice. Even as recently as 1949, 20 per cent of tiie nurses en- 
gaged in private duty; now it is less than 10 per cent. Tlie great sliift 
to salaried nurses on hospital staffs took place in tiie thirties so tiiat 
now nursing is characteristically a salaried service w*tli tiie exception 
of the private duty nurses, who provide an interesting example of 
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the tenacity in this country of demand for personal service engaged 
on an individual basis. As might be expected, private duty nurses 
are generally older than other active nurses (a quarter of them 
are over sixty) and are more likely to be generalists and diploma 
school graduates. Although the private duty nursing contingent has 
been decreasing for a long time, it would seem to be premature to 
predict its extinction in the near future, if ever, unless hospitals very 
actively discourage patients from engaging private duty nurses. It 
would seem that there will continue to be a demand for them in an 
affluent society if diey are not deliberately restricted. A concern 
whidi pervades the consideration of the private duty nursing group 
is tiieir degree of willingness and ability to keep up with medical 
technology wWch is dianging rapidly, even for die general nurse. 
Private duty nursing in intensive care units is presumably out of the 
question, 'Iliere is also the question of proper supervision. 



2. Fhtjsiclam* and Dentist^ Offices 

Tlie number of registered nurses working in the private offices 
of physicians and dentfets has been Increasing aldiough the pro- 
portion to all active nurses lias remained quite constant. It would 
seem reasonable to predict that the demand will continue to increase 
if physicians and dentists, and particularly physicians, continue to 
pracUco in groups of various ty^ even small ones of dirco phy- 
sicians or more, where it Is expedient to share personnel. Common 
sense has it tliat nurses regard positions in private offices as desir- 
able because of the informal staff structure. Their association with 
die physician and die patients approximates die type of hiformal 
team relationship of a bygone age recalled by many still alive. The 
physidarfs office is contrasted widi die formal personnel structure 
of the large hospitals. Tliere is general concern, however, os widi 
private duty and community Iiedth nursing regarding super\dsion, 
standards, and keeping up widi medical technology. 
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III* NUilSING EDUCATION 

A DECiffiAsiNG proportion of the nurses are being trained in diploma 
schools attached to hospitals although these schools still account for 
76 per cent of all graduates, a drop from 89 since 1955 [30]. An 
increasing proportion are being graduated from associate and bac- 
calaureate degree schools. The proportion of female high school 
graduates who are entering die nursing profession is decreasing 
(from 6.1 per cent in 1056 to 4.7 per cent in 1966) alfliough die 
absolute number is increasing because of the increasing number of 
young women who finish high school. Nationwide, there were 739 
thousand female high school graduates in 1066 compared with 1.3 
million in 1066 and an estimated 1.7 million in 1976 [31]. 

Despite the condnued closing of diploma school programs as 
the nursing edm^tion system shifts to collegiate education, &ere 
has been a slight rise in total number of nursing schools nationwide. 
Since 1060, the number of diploma programs has declined foom 008 
to 707, but tliQ total number of programs has Increased from 1,137 
to 1,226, the largest growth coming from the junior college programs 
which virtually quadrupled in number [32]. 

The resolution of the American Nuraes* Association regarding 
diploma schools notwitlistanding, tiie diploma schools are being 
eliminated for reasons predating that resolution In In^easing num- 
bers; this trend may well accelerate. Common knmvlcdgo In flie 
field has it that tiio number of qualified applicants is falling oil 
and tlic hospitals are finding it onerous and Increasingly cjqjcnsive 
to operate the schools. It does not seem reasonable to assume that 
diploma schools will totally disappear, at least not rapidly, but 
will stabilize somewhat at a relatively low number, The demand of 
hospitals for registered nurses of %vli 2 tcver educational level appears 
to be too great to forecast the disappearance of tiie diploma sdiool 
if the hospitals are willing to continue them} somewhere tiicre will 
bo a balance between the number of available and qualified appli- 
cants and tlie number of diploma scliools and place.<i for student. 
In any case, the associate degree and baccalaureate degree programs 
cannot take up the slack fast enough. A direct result will continue 
to he tile substitution of lesser trained personnel such as licensed 
practical nurses and nurse’s aides. 
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Not only is tliere a lilgh attriUon mte of nurses leaving nursing 
employment, Uiere is also a high rate of students dropping out of 
school before graduationi In 1964, 26 per cent of the girls who 
entered diploma schools of nursing failed to graduate, 44 per cent 
of drose entering associate degree programs, and 42 per cent of 
diose entering baccalaureate programs. 

From 195S to 1965 the number of graduates from all schools 
of nursing diroughout the country inched slowly upward from 
30,000 to 35,000 [33]. Tliis Increase is by no means marked, cer- 
tainly not enough for substantial optimism. As might be expected, 
the net gain has come from associate degree programs, increasing 
from 252 graduates in 1955 to 3,349 graduates in 1965. The bac- 
calaureate programs also have increased their supply (from 3,156 
to 5,498) while die number of diploma school graduates has barely 
held ite own [34], 

There liave been many studies of reasons for withdrawing from 
nursing schools before graduation. A third of the students give 
^failure in courses” as a reason, and a fifth mention %iarriage and 
family,” bodi ctombined accounting for 50 per cent of die total. 
Hie remainder offem a variety of reasons. In any case, die high 
wldidmwal rate and the reasons given do not reveal the level of 
commitment usually expected of diosc choosing a professional 
career. Many diploma schools still frown on married students. 
Modierhood seems to (institute an even greater baarier in v^ew 
of the live-ln arrangements and hours of ward duty required. As- 
sociate degree programs undoubtedly are more fl^le in this 
respeeb 

Programs of practical nursing hav^e been Increasing rapidly. 
From 1955 to 1865 the number of sdiools of practical nursing in- 
cr^sed from 439 to 1,081 nationwide widi graduates increasing 
from 10,000 to 25,000 a year, truly a rapid growth [35], As with 
those entering registered nurae programs, the wldidrawal rate 
among student of practical nursing is also high, close to 25 per 
cent for a one year program. Hcasons for withdrawal follow die 
same pattern as for registered nurses. 

Considering die long-range poll^ of die American Nurses* As- 
sociation in having die associate degree and baccalaureate degree 
programs replace the diploma schools, it would seem that die in- 
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crease in ^cse ^cs of nurse graduates 1' not encouraging enough 
to fulM this objective for some time to come. Further, the objective 
of increasing flie number of registered nurses aspiring toward the 
master’s degree, not to mention (he doctorate, seems to be difficult 
to fulfill in that only 1,379 completed the course for a master’s 
degree in 196S and 1,279 in I960 [30]. ^fliough diis represents a 
substantial increase over the 370 nurses earning master’s degrees 
in 1951, still, literally die only way to improve quality of nursing 
services and to provide die leadersliip in teaching, research and 
supervision is dirough graduate education whidi should attract in- 
telligent and highly motivated women. 

It is self-evident, of course, that as die number of diploma 
schools decreases, the support of nursing schools wfil shift horn 
the voluntary hospitel to die university or senior college and the 
Junior or community college. Furdier, within these academic in- 
stitutions, it appeals that diere will be a sliaring of support and 
control bettvetm public and private agencies in die baccalaureate 
degree proems. Junior or community colleges are, of course, al- 
most always publicly supported. Wliat is portended, naturally, is 
the need for an increasing portion of nurse education being sup- 
ported by public funds. Nursing education may emerge with die 
characteristic American interrelationship between the pubho and 
private sectors in die health field. 



IV. OBSEIIVATiONS ANP CONCLUSIONS 



This coumn? subscribes in principle to die public policy objective 
diat everyone should have relatively equal access to health services 
regardless of level of income. M of us subscribe to the objective in 
principle diat health services should include the full range of services 
necessary for cure, prevention, rehabilitation, and management of 
long-term and intiactable illnesses. This Is a tall order, but given die 
resources and managerial skills in an affiuent society su^ as the 
United States, attainment of diese objectives should be approxi- 
mated without quibbling over what constitutes attainment. 

The diief debate in diis country is over the means as to sources 
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of funds— private and/or public— and methods of delivery. *1116 
essentially utopian objective of equal accessibility, perforce, will 
influence heavily riie means. In order to attain fhis objective even 
approximately, it would seem that a primary public policy objecrive 
sliQuld be to increase the health facilities and pereonnel to keep up 
wiUi die increase in population and, desirably, to increase the ratio 
to population of various types of fadlities and personnel needed for 
problem areas such as dironic illness, mental health, community 
preventive services and the Iflce. It would seem desirable to work 
^vitii various methods of delivery of services in a context of relative 
abundance ratiier than in one of relative scarcity. Hence, it is im- 
perative to inesrease supply and raise the quality of various types 
of nursing personnel. 

At die same time there is already great and justifled concern 
witih mcdiods of organizing and delivering services. The problem 
of inerting and improving the quality of the supply is in essence 
one of social engineering, as it were, providing diere is a will to 
recruit and finance nuishig personnel. Modifications and expansion 
of the (sdsting structure of education will acoimplish dils objective. 
As to methods of organizing and delivcilng smices, this is a far more 
diiflcult and long-range endeavor because it concerns the heart of 
the elements of a professional service, career patterns, incentives, 
standards, Job descriptions. 

It would seem, however, die need for maintaining and increas- 
hig the supply of various types of nursing pemonncl is as self-evident 
as anything can be, given the trends in population, disease, and dis- 
ability that are as dear as day. The qu^tion of in(»casing productiv- 
ity of these personnel and facilities is a more difficult problem, and 
moans for its attainment are far from sdf-evideat, Th(ty will require 
study and application. 

Recommendations regarding public policy must dearly be a 
balance between utopian goals and the ainstraining and lib^ating 
factors of the objective circumstances. Let us examine die objective 
drcumstanc(^, ^vith trends irreversable in the foreseeable future, 
which, dierefore, will be ignored at our peril. They are arranged in 
a rou^ order of priorities as to influence on policy. 

A. The population will continue to increase in the foreseeable 
future. The United Stat<^ now has a total population of 200 million; 
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by 1980 it Is expected to increase to 242 million [37]. There will then 
be an absolute and possibly a relative increase in age groups under 
five (although there has been a drop in number of births over fije 
last ten years, this toend is due to be reversed as the ^post war” 
babies move into the child bearing ages), and over 65, both com- 
paratively high users of health services. 

B. According to most economists the economy \vill continue to 
expand for the foreseeable future, resulting in an increasing gross 
national product and increasing discretionary income in both the 
public and tiie private sectors. Hence money, as such, need be of 
diminishing concern. The chief problem will increasingly be prior- 
ities. 

C. Medical technology will increase in size, complexity, and 
cifectiveness in saving and prolonging life. Many of the people 
whose lives will be saved and prolonged will require never-ending, 
closely supervised medical carr 

D. Perforce, there will be a ^rcase in the number and propor- 
tion of people with long-term and frequently incurable illness who 
will need basic, custodial care. This prediction is made despite 
possibflities for better prevention and rehabilitation whidi, in the 
long run, will only retard the development of disease and prolong 
life, not abolish disease, 

E. The unit cost of personnel will Increase in order to compete 
wltii the labor market, and tills will intensify the desire for substitu- 
tions for registered nurses and give the registered nurse an increas- 
ingly liigher status within the hierarchy of nurse types. 

F. Associated with tlie last trend will be Increasing differentia- 
tion among registered nurses in clinical specialties because of the 
intensification of specialization and specialized procedures in medi- 
cine i^elf. 

G. Women of liigh school age aspiring for professional status 
will do so tlirougli the avenue of tlie college and university :rather 
tiian tluough Institutions associated wMi vocational training. The 
aspiring R.N. will increasingly seek education via tlie college and 
university route. 

H. The qualifications for professional attainment will continue 
to emphasize technical proficiency based on physical and natural 
sciences ratiier tlian nurturance based on behavioral science, feeling, 
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and compassion, Hiis will bo one of the problems the nursing pro- 
fession must watch diligently as it aspires toward higher profession- 
al status. The nursing profession is in a strategic position to bridge 
the behavioral and medical sciences in behalf of totel patient care. 
Indeed, it is very conscious of the need for a behavioral science 
component in professional nursing education. 

I. The quality and skill of the managers of die healdi services 
system will continue to improve, with incalculable effects on the 
administration of healfli services, The result should be greater effec- 
tiveness, but not necessarily less cost. 

What do the foregoing objective conditions portend for die 
healdi services in general and die nursing services in particular? 
First, it would seem tibat it is necessary to ke^p up the faciUties 
and types of personnel in relation to population growth or scale 
down the utopian objectives of cure, prevention, rehabilitation, and 
custodial care. Further, since diere is general dissatisfaction on the 
part of both professionals and significant segments of the publio 
widi current supply, it would seem that a polic^^ of ejqiansion should 
pervade the health services. Hence, dierc should not be undue con- 
cern with the specious precision of current ratios and projections. 
Tills will give die false Impression diat there is a "proper^* ratio of 
facilities and personnel to population. The possible needs and ex- 
pectations for health services are so open-ended that th(^ defy 
objeedve criteria. If this were not so, professional Judgment of need 
and the facilities and personnel in existence would not be so far 
apart, nor would there bo such wide differences between areas and 
countries widi quite similar sodal and economic levels. The prime 
example is the area of mental health, which has been starved for 
sufficient personnel and funds for generations. 

Unless personnel, facilities, and financing keep pace with, and 
in fact outdistance, population growth, the result will be a health 
care system whidi will deal well with acute emergencies and daz- 
zling surgery and dramatic chemodierapy but will handle quite 
badly the less "popular** areas of prevention, rehabilitation, and 
humane custodial care. 

Despite the achievements regarding die control of infections and 
communicable diseases-prevention has barely begun to smteh die 
surface of potential need and application, not to mention rehabili- 
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taUonf It would seem diat die problem of personnel as deduced 
from obvious social priorities set by die profession and the public 
will be in die area of prevention, rehabilitation and custodial care 
—technically known as community health, occupational healdi, and 
long-term institutional care. In our highly technically oriented soci- 
ety it would seem that it will be possible to recruit and train enough 
nurses for die clinical specialties dealing with acute and dramatic 
conditions because of their appeal to health personnel, the interest- 
ing education required, and die priorities set by society. Within the 
institution of the general hospital die struggle for status is taking 
place. This b die area most visible to the poH(^ makers and the 
public. Community healdi will take more selling and should be an 
expanding sector for reasons described earlier. 

The irreversable trends affecting the health services system have 
been described, and, in gross terms, what they mean for the future. 
Can diey be met? Will diey be met? It would seem that they can be 
met because diis country has the resources and the finances. Ihere 
would seem to be enough discretionary income to enable, say, a 
50 per cent Increase in expenditures for various services, and a net 
increase in appropriate personnel and facilities. Tliese trends are 
nothing newj ihe health field has been expanding for 100 years. The 
cumulative effect of sdence, medical effectiveness, affluence, and 
longevity is now being experienced. Gross retrenchment would be 
disastrous-gross expansion would be salutary and permit the work- 
ing out of delivery methods in a context of abundance. 

Tlie nursing leadership aspires toward an upgrading of the 
registered nurse and a professional status symbolized by education, 
responsibilities, prerogatives, and commitment to a career. In terms 
of the diaracteristics of a profession described earlier, the nursing 
profession has great odds to overcome to attain the status tliey de- 
sire. Studies of nursing students in nursing schools have indicated 
weak commitment to career goals in that tlie future life styles of tlie 
student are determined more by personal interests in tlie prevailing 
feminine role in society than by letting the life style of a professional 
career deteimine the basis of it. If nursing is to become a cohesive 
and strong profession, it must attract women who desire a profes- 
sional life stylo, witli all other Interests complementary or subsidiary 
to such interests. Women in law, medicine, research and teaching in 
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OBSERVATIONS AND CON CLUSIONS-SS 

Iiigher education seem to combine a profession and homemaking 
without withdrawing foom the profession, This also seems to be true 
to some extent in primary and secondary education, social work, 
and librariansidp, all predominantly staffed by women, Nursing, 
however, like no odier occupation, is primarily a women’s occupa- 
tion, and, perforce, tiie nursing profession h^ great difficulty in 
developing a cohesive professional image which can fight for its 
place as a profession and win, It would then seem that if nursing 
education is upgraded, particularly at tiie baccalaureate and post- 
baccalaurete levds, and as nursing qiecialties related to clinical 
nursing are fiirtiier devcloptd, and their market vdue puts them in 
the wdl-paid income bradfcts (cer^iidy over $10,000 a year), the 
personal invesbnent of women who choose professional nursing 
careers wfll be so great tiiat they cannot afford to withdraw even 
temporarfiy. Perhaps under these career nurses there can be a high 
turnover of lesser trained and lesser professionally committed nurs- 
ing personnel. 

It would seem that these developments may come about anyway, 
and it is Indeed these irrevcrsable trends that 4e nursing leadership 
is acutely aware of and is seizing hold of. All signs seem to point to 
Increased specialization, increased education and in-service training 
along the trends of increasing medical technology, so tiiat the regis- 
tered professional nurse will be associated with acutely ill patients 
of relatively short duration. The licensed practical nurses and nurse's 
aides will be allocated to patients who do not need constant surveil- 
lance in the general hospital and in tiie extended care typo of facili- 
ties, nursing homes, and homes for the aged. Other types of nurses 
—such as public health, school, private duty, and occupational healtii 
nurses-\dll need training appropriate to their responsibilities and 
duties. Underpinning the entire problem of nursing personnel should 
be an emphasis on expansion and quantity with quality considera- 
tions appropriate to the duties and responsibilities. 

From the standpoint of comprehensive patient care the trend 
toward technical specialization as an integral aspect of professional- 
ization is distressing because it would seem that it is more than a 
clich(§ to observe that speciahzation tends toward so-called frag- 
mentation of the patient. At the same time it would seem that the 
nursing profession both historically and structurally, as pointed out 
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by Fred Davis and others in '‘Problems and Issues in Collegiate 
Nursing Education" The Nursing Profession, (1966), that , . the 
nursing profession is admirably suited to combine the complex tech- 
nical cjipertise which will be needed with a decent, humanistic 
regard for patients as persons Indeed, the nursing profession has 
shown much more interest tiian the medical profession generally, 
^viti^ the exception of psychiatry and pediatrics, in the psychological 
and sociological aspects of patient care. 

The diallenge to collegiate nursing education is then immense. 
If the medical specialist becomes tlie model, tiie behavioral aspects 
of patient care will languish and be preempted by l^ser trained 
nurse types, de facto. If the patient-as-a-person orientation can be 
the model, tiien, it \vould seem, professional nursing has a viable 
role model to develop in its educational program. Undoubtedly, the 
tension between the patient orientation and the assistant to the 
physician orientation will persist as an Inherent part of the nursing 
role, Hie issue seems to be drawn, and perhaps it will be resolved 
by a formal stratification in various levels of nursing, as now seems 
to be tile case. Whatever the outcome, "tenderness” and "technique” 
need to be properly mixed, but, franldy, this writer is not optimistic 
about a viable emphasis on "tenderness.” Our dazzling technological 
culture continues to show impressive results with technique. As long 
as this continues, "tenderness” will wait, since its results on patient 
care cannot be measured clinically. 
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